The inexpensive nature of the peak flow rate (PFR) 
corresponding means of predicted values calculated from formulae based on previously reported studies of Caucasians. PFR was correlated with age, various physical measurements, and lung volumes. The combination of age and height gave the regression equation for predicting PFR with the lowest standard error of estimates; and virtually all lung volumes measured correlated significantly with PFR. In 16 adult Nigerian asthmatics, PFR correlated significantly with vital capacity, forced expiratory volume (1 second), and expiratory reserve volume; it was highest in those who had no symptomatic or spirometric signs of any ventilatory defect, and lowest in those who had signs of both obstructive and restrictive defects.
There have been few studies of pulmonary function among Africans, almost certainly due to lack of the relatively sophisticated and expensive equipment required. A simple, easy, reliable and inexpensive test of lung function will therefore be useful for both clinical and epidemiological investigations in those parts of Africa where medical facilities are still meagre and rudimentary. The Wright peak flow meter (Wright and McKerrow, 1959) . In order to determine the usefulness of the standard values of PFR obtained from studying healthy subjects, they have been compared with PFR in adult Nigerian asthmatics.
MATERIALS AND METHODS
Anthropometric measurements, lung volumes, and PFR were obtained from 230 healthy Nigerian subjects living in Lagos, the capital and main port of Nigeria. There were 142 men and 88 women. The subjects were distributed uniformly between the age group 17 to 19 and five-year age groups from 20 to 54 in men and 20 to 44 in women. Older subjects were not readily available for study. All subjects appeared healthy, none had been exposed to dusty occupations, all were drawn from institutions which had efficient medi-care for their staff, and most were employees of the Nigerian Railway Corporation working as accounting and printing executives, clerks, and cooks. There were no engine drivers nor firemen among them. A few were medical students and hospital employees of Lagos University Teaching Hospital.
The following criteria were required for acceptance as a 'normal' subject:
(1) no history of cardiopulmonary disease; (2) capacity to co-operate adequately during the tests; (3) no evidence or history of disease which might affect pulmonary function.
These standards were similar to those set out by the Veterans Administration-Army Co-operative study of pulmonary function (Kory, Callahan, Boren. and Syner, 1961) . Statistical analysis of the data obtained was carried out with the help of an IBM 1620 computer. PFR was correlated with anthropometric measurements and lung volumes. Regression equations were then calculated for predicting PFR from anthropometric measurements and for predicting lung volumes from PFR. Using the Student's t test, the mean PFR of our subjects was compared with the mean of predicted values calculated from formulae which had been previously reported in the literature.
In the other part of the study, PFR was determined in 16 adult Nigerian asthmatics, nine men and seven women. The determinations were compared with predicted normal values calculated with the aid of regression equations which gave the lowest standard error of estimates in the study of healthy individuals, and with other ventilatory data obtained from the asthmatics.
RESULTS
The mean values of PFR for the persons studied were 482-1 1/min (±83 3) for men and 385 6 1/min (±65-7) for women. The mean predicted values derived from the formulae based on age and height of Americans studied by Leiner et al. (1963) were 578-5+39-9 for men and 436-9+23-5 for women. For both men and women the observed values were significantly lower than the predicted values (P<00001). Table I 
DISCUSSION
The results presented in this study show that peak flow rate, determined with Wright's peak flow meter, is lower in Nigerians than in either Americans or the British. This is in agreement with the lower values of VC, FEV1, and TLC which have been found in Nigerians as well as in other peoples of African descent (Abramowitz, Leiner, Lewis, and Small, 1965; Johannsen and Erasmus, 1968; Femi-Pearse and Elebute, 1971) . No satisfactory explanation has been offered for racial variations of lung volumes. It is unlikely that these differences can be accounted for by a high prevalence of childhood respiratory infections as suggested by Glass (1962) (Prime, 1960; Ritchie, 1962; Fairburn, Fletcher, Tinker, and Wood, 1962; Leiner et al., 1963) . PFR can, therefore, be used in the assessment of patients with pulmonary disease. The values of PFR obtained in the presence of various types of ventilatory defect differ, but there is too much overlap to permit a clear differentiation between restrictive and obstructive ventilatory defects. The lowest values of PFR are to be expected in the severer forms of respiratory disease in which there is a combination of obstruction and restriction of ventilation.
The simplicity of the peak flow test makes it particularly suitable for epidemiological studies of respiratory diseases (Ferris and Anderson, 1964; Toyama, 1964) . Although some objection has been raised to the intrinsic validity of the peak flow test (Macklem and Mead, 1967) , it is clear that in a population study this test will identify persons with gross ventilatory defects. Many inaccurate statements are made about the incidence in Africa of such diseases as asthma, chronic bronchitis, and emphysema. Population surveys of ventilatory function are, therefore, required in Africa; and the peak flow meter is conveniently portable and likely to be the most suitable instrument for such surveys. 
